Hysterectomy is common major operation performed in gynecological field practice after Caesarean section. Vaginal hysterectomy is preferred surgery for uterovaginal prolapsed. Vaginal hysterectomy has advantages over abdominal hysterectomy. Post hysterectomy hematomas are responsible for serious morbidity. Ultrasound is an accurate diagnostic tool and so Computed tomography. Conservative management, analgesia and antibiotics will work in small hematoma, but the significant sized hematoma needs surgical drainage and the infected hematoma. Refinement in surgical techniques is recommended to minimize the formation vaginal vault hematomas after vaginal hysterectomy.
One of the complications associated with vaginal hysterectomy is the formation of an infected pelvic hematoma manifesting as abdominal pain, fever and a foul-smelling discharge. These hematomas can be diagnosed by sonography and require treatment ranging from pain control and antibiotics to surgical drainage.
Post hysterectomy hematomas are responsible for serious morbidity especially if they are large and infected. The incidence of pelvic hematomas in general (infected and non-infected) varies between 25% and 98%. The incidence of infected hematomas is estimated to be around 6% -9% [2] .
Rarely there can be collection of lymph, serous fluid or necrotic debris at different sites after hysterectomy. Mostly the collection occurred in the dependent areas. Hematomas can be formed in pouch of Douglas, subvesical space, ischio-rectal fossa and broad ligament [3] .
It is difficult to diagnose hematoma by routine clinical examination only.
Many patients may be asymptomatic; where as some may present with postoperative bleeding per vaginum (spotting to profuse bleeding per vaginum), postoperative discomfort, abdominal distension, paralytic ileus, continuous fever, foul smelling discharge per vaginum, abscess formation, tenesmus, nausea, vomiting, and diarrhea [4] . Post-operative pyrexia may be the hall presentation of hematoma after vaginal hysterectomy in such presentation exclusion of hematoma is articulate step in case management.
Ultrasound, being an accessible, non-invasive and accurate diagnostic tool, seems to be the modality of choice for diagnosing postoperative vault hematoma [5] . In a study, the overall incidence of vault hematoma was 19.4%, 70% had small-sized hematoma and 30% had large sized hematoma [1] .
Small vaginal vault hematomas (2 -3.9 cm) unlikely to cause postoperative morbidity and can be managed expectantly. They can be left alone with watchful expectancy and follow-up ultrasonography for resolution of the hematoma done weekly [4] .
Moderate (4 -5.9 cm) and large (>6 cm) hematomas need further manage-Open Journal of Obstetrics and Gynecology Refinement in surgical techniques is recommended to minimize the risk of clinically significant vaginal vault hematomas after vaginal hysterectomy [6] .
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